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A Useful Addition to the Diet of 
Young Children 


A good supply of the B, vitamins is known to be essential for 
the health of young children. Unless care is taken to-ensure an adequate 
intake of these vitamins, there may be a shortage in the diet. At many 

child welfare centres, therefore, it is recommended that Marmite should 
be given regularly as an additional source of these factors. 


Marmite is a yeast extract which provides riboflavin and nico- 
tinic acid, the most important members of the vitamin B, complex; it 
also provides other members of this group whose significance in human 
nutrition is not fully understood. Children seem to take readily to 
Marmite, which is particularly popular with them as a sandwich spread. 


Information about the film “ Simple Nutrition ’’ and literature for distribution at 
welfare centres will be sent on request. 


MARMITE 


yeast extract 


Obtainable from Chemists and Grocers 

Jars: l-oz, 9d., 2-oz. 1/4, 4-0z. 2/4, 8-oz, 4/-, 16-oz. 7/- 
Specia! terms for packs for hospitals, welfare centres and schools 

THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, London, E.C.3 
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Ute. COUNTRY SCHOOL 
Sire. Exhaustive and practical tests at large and ile rural schools have proved 


that chemical closets charged with “ Racasan” Self-Cleaning Sanitary 
Fluid, provide and maintain the most efficient unsewered sanitation. 
Detailed medical reports and pro- In aircraft, caravans, coalmines, rural homes, building sites, camping 
fessional samples available free from _—_ sites, in fact wherever water-carriage systems are not practicable, “‘ Racasan ” 


our Technical Division. Sanitary Fluid ensures the most hygienic conditions. 

Please ask for book ““Un- 

sewered Areas” and state Awarded Certificate of Hygienic Merit of Royal Institute of Public Health and Hygiene. 
qualifications. CROMWELL ROAD ALSO AT 
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A a 
but that was yesterday 


‘Judging by past epidemics it might be expected 
that infection of a filtration works of average 
size would result in 16,000 cases of typhoid 
with 1,600 deaths’ (Lt.-Col. E.F. W. Mackenzie, 
oO. B.E., M.C., Ch.B., D.P.H. Director of Water 
Examination, Metropolitan Water Board —in 


a paper read ‘to the 


oyal institute). 


Nowadays, deaths from typhoid are very 
few indeed and the layman tends to 
take this for granted. 


Yet, but for human vigilance, the ‘“‘death 
a day from typhoid” of a century ago 
might once more become commonplace. 
The health of the community is safe- 
guarded today by men using methods 
and materials they know to be scien- 
tifically sound. There is no scope for 
false economy here. 


Izal Germicide has, in a sense, grown up 
with the Public Health services, taking 
a quiet share in its triumphs of the past 
sixty years. Nowadays, the reliability 
of Izal is everywhere accepted. It has 
become the standard by which other 
disinfectants are judged. 


Izal is so concentrated that 1 part in 
600 will kill typhoid germs in 3 minutes. 
Yet it is less toxic to man than disinfec- 
tants made from phenol or cresols. It 
is 18-20 times as powerful as pure phenol 
(Rideal-Walker test). 

Those who put their confidence in Izal 
also take into account this further fact 
—itis prepared under the close day-to- 
day control of bacteriologists whose 
professional] skill safeguards its quality. 


germicide 


NEWTON CHAMBERS & COMPANY LIMITED, THORNCLIFFE, SHEFFIELD 
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An Ideal . 
Weaning Food for 
Busy Mothers 


Bovril Brand Weaning Food is in powder form 
and is marketed in small cubes. From a cube, a soft, 
digestible purée can be made in one minute. As only 
enough for one purée at a time is prepared, there is 
no waste and no risk of food infection. 

Bovril Brand Weaning Food is extremely nourish- 
_ ing. It is composed of potato, lean beef, vegetables, 
yeast, meat extract, bone calcium phosphate, salt and 
iron ammonium citrate. 

Mrs. Holt, of Bethnal Green, London, is typical 
of the busy mothers who buy Bovril Brand Weaning 
Food. She has her husband, her father &nd six- 
month-old baby to look after. She likes the Weaning 
Food for its ease of preparation and for its remarkable 
economy. A four-cube carton costs only 6d. 


Bovril Brand Weaning Food is made 
in four varieties: 


SPRING CABBAGE 
TOMATO 


MIXED VEGETABLE 
CARROT 


New Dewelopment 


FLUOROGRAPHY 


WATSON-ODELCA 100 
radiographs ‘excel all 
previous standards for 


definition and speed. 


One hundred cut films 100 mm. x I00 mm. 


automatically fed from magazine. 


Films can be developed as 
required in standard tanks and solutions 


and viewed on ordinary illuminators. 


High speed optical system gives 
superb results even with x-ray 


generators of low power. 


Tson-oot 


There is a range of Watson and 
Watson-Odelca Radiographic cameras 
to suit every purpose. 


WATSON & SONS (ELECTRO-MEDICAL) LTD. 
Makers ofeBritain’s Mass Radiography Units. 


EAST LANE, NORTH WEMBLEY, MIDDLESEX. 
Telephone ARNOLD 6215 
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One naturally thinks of... 


CYTACON 


The remarkable ‘tonic’ action of vitamin Bx may oral vitamin B,,—to sharpen appetite 


well be explained by the fact that the vitamin is 
apparently necessary for the proper function of 


enzymes that play a vital part in protein, carbo- e ild 
hydrate and, possibly, fat metabolism. = below- children 


and restore vigour and well-being 


TABLETS: 10 micrograms: 50 and 500; 50 micrograms: 25 and 250 Liquip: (25 micrograms per fluid drachm) 6-0z. and 80-0z. bottles 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 
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ENVIRONMENTAL HYGIENE AND THE MEDICAL 
OFFICER OF HEALTH* 


By Sir WILLIAM SAVAGE, M.D., D.P.H. 


Formerly County Medical Officer of Health, Somerset, and 
a Past President of the Society. 


Fifty or so years ago environmental hygiene constituted a 
much larger part of the work of a Medical Officer of Health 
than it does today and many such officers were leading 
authorities on this branch of their work. This was perforce 
the case as environmental conditions were often deplorable. 
Since then the sphere of the M.O.H. has enormously ex- 
panded while other experts on environmental hygiene, 
such as water engineers and efficiently trained sanitary 
inspectors, have taken an extending share of this work. 
These are inevitable and, on the whole, welcome extensions, 
but only cover part of the field, and the M.O.H. has still 
an essential part to play. 

The decline in, and interest in, an effective knowledge of 
environmental hygiene dates from long before the National 
Health Service Act. After it came into operation there was 
much lamentation over the many losses and a pessimistic 
attitude to ‘‘ the fragments that remain,’’ but nowhere did 
I read of the need to recover and develop environmental 
hygiene, which many M.O.H.s had so lightly allowed to be 
controlled by other hands, nor did I find any observations 
on the inevitable health loss entailed. 

My thesis this afternoon is that environmental hygiene is 
not only the fundamental basis of preventive public health 
but that the training and experience of the M.O.H. enables 
him to add something which he alone can supply and without 
his co-operation the loss is great. _I will first illustrate this 
thesis by two pointers. 

The first is what we may call “‘ The revolt of the Sanitary 
Inspectors,” with the aim of some of them to establish a 
separate department independent of control by the M.O.H. 
As President of the Western Circle of the Sanitary Inspectors 
Association (an honour I have held for many years) I have 
come into close contact with this view and have tried to 
probe the reasons behind this attitude. While accepting 
that many Medical Officers of Health co-operate with 
their inspectors with the best results, this is not the case with 
others. ‘They complain both of lack of interest and lack of 
knowledge on the part of the M.O.H. so that their reports 
do not receive adequate attention from the M.O.H. or the 
committees and that often they are given no opportunity 


° A paper read to the Southern Branch, ‘Society of Medical 
Officers of Health, 18th November, 1954. 


themselves to put essential points to the appropriate com- 
mittees. I do not advance that these allegations are true, 
only that they are made in good faith. I have a great 
respect for sanitary inspectors, their knowledge, training 
and efficient work, and regard it as deplorable if such a 
dichotomy should take place. I do not think anything of the 
kind will result but as a pointer it is worth our attention. 

The other pointer is to invite you to consider certain 
aspects of the extensive water-spread outbreak of typhoid 
fever 1n Croydon in 1937. In view of the many engineering 
problems involved the water supply was (very properly) 
placed under the care of the Borough Engineer. Unfortun- 
ately the M.O.H. took this devolution to mean that he had 
no responsibility in connection with the water supply, an 
attitude widely shared at the time by many Medical Officers 
of Health. Monthly analyses of the water were made and 
these were sent to the M.O.H., who transmitted them to 
the Borough Engineer with comments, particularly if they 
were unsatisfactory. It seems to have ended there and no 
further steps were taken. The M.O.H. was never informed 
that work had been put in hand at one important well. An 
offer to co-operate in an investigation of the cause of the 
unsatisfactory analyses and a knowledge that work was in 
progress would inevitably have led to. a realisation of the 
risks from the existing deplorable conditions and steps 
being taken to eliminate the dangers and prevent further 
infections. The main deplorable conditions were the 
following 


The 18 men who worked in the well were mostly enrolled from 
men working in the sewers and so very unlikely to have any trained 
hygiene sense, and were without any medical selection or super- 
vision. The skip by which the men went up and down held only 
two and being uncomfortable was only used when essential so 
that although lavatories on the surface were provided it was 
almost inevitable that excreta would be deposited in workings to 
which water gained access. For emergency use a stable bucket 
was provided but it had no cover and when going up in the swaying 
skip its contents were likely to spill. Before the work was started 
the water was given limited chlorination but this was discontinued 
when the alterations began instead of a larger dose being given. 
So little interest was taken in the health aspects that at the in- 
quiry the Borough Engineer stated he was unaware that chlorina- 
tion had been discontinued. Actually it would have been possible, 
although inconvenient, to have discontinued the use of the water 
from the well throughout the alterations. 


These defects are mentioned in some detail as they are 
all ones which a trained M.O.H. would have detected at 
once and they illustrate the errors which may occur when an 
M.O.H. is not consulted on the health aspects of water 
supply. 
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The responsibility of M.O.H. for health oversight in 
connection with environmental factors, including those 
which are placed under the control of another department of 
his Council, merits careful consideration. A Medical 
Officer of Health is not only an officer of his authority but 
stands in a special relationship to the Ministry of Health 
which contributes (directly or indirectly) to his salary, 
prescribes his duties and gives him a measure of security of 
tenure. A study of the ‘‘ Memorandum on the Duties of 
Medical Officers of Health in England and Wales ”’ 1925 
should throw light upon our problem. Some clauses which 
are germane are the following :— 

“The chief function of the Medical Officer of Health is to 
safeguard the health of the area for which he acts by such means 
as are at his disposal.” 

“The Medical Officer of Health should be prepared to advise 
on all matters concerning the public health services undertaken 
by the Council.” 

The Medical Officer of Health ‘“ should systematically carry 
out periodical inspection of each part of his area as well as in- 
spections of special places as the result of complaints or adverse 
reports as occasion may require.” 

Two specialised functions may be included. ‘“‘ Important duties 
devolve to Medical Officers of Health under the Housing Acts . . . 
Every M.O.H. may be called on to advise his authority on questions 
relating to the housing conditions in his area.” 

‘* It is necessary that the Medical Officer of Health of a district 
should inspect from time to time and exercise general supervision 
over slaughterhouses, cold stores, dairies, cowsheds, milkshops 
and all other premises within his district where food of any kind 
is prepared, stored or otherwise dealt with for sale or preparation 
for sale and intended for the food of man.” 

While it can be accepted that the greater part of this 
inspection work can, and should be, carried out by the 
Sanitary Inspectors, I suggest that this Memorandum 
envisages a personal knowledge on the part of the M.O.H. of 
environmental conditions, not merely second-hand 
acquaintance. 

I add further my own opinion that no M.O.H. can super- 
vise efficiently environmental hygiene unless he possesses 
a considerable local knowledge of the subjects included 
and takes a personal interest in them. 

It will be noted that the M.O.H. is to be prepared to 
advise on all the public health services (and this includes 
water supply, sewage disposal, housing, etc.) even if techni- 
cally under other departments of his Council, and the only 
advice worth anything must be based on familiarity and 
knowledge. The M.O.H. cannot contract out of his 
health functions on the plea that it is the concern of another 
department. I am also convinced that no Council wishes 
for such repudiation. They look to their M.O.H. as the 
Memorandum states ‘‘To safeguard the health of the 
area for which he acts ” and to consult with all appropriate 
departments of the Local Authority if he considers health 
conditions may be affected. 

The simplest way to evaluate the help which the M.O.H. 
can give in the promotion of environmental hygiene is to 
consider separately some of the services concerned. 


Water 


The present tendency to hand over water supply in its 
entirety to water engineers overlooks certain considerations. 
I have worked much with water engineers from local officials 
to the highest consultants and their ability to deal with the 
engineering factors of water supply excites my admiration. 
The provision and continuous control of water supplies 
involves however more than engineering and there are 
health facets which demand attention. 

For example there is the assessment of the purity of pro- 
posed new supplies and the judgment of the significance of 
good or adverse bacteriological reports. Engineers are not 
trained in bacteriology or in the assessment of bacteriological 
reports and they find difficulty in judging what they actually 
signify. The M.O.H., without being himself a working 
bacteriologist, has been trained in bacteriology and, .as part 
of his D.P.H. work, in the assessment of water analyses. 
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As an illustration I have found quite sound technical 
engineers content to accept one or two good bacteriological 
reports as ample evidence of the purity of the supply and go 
on to prepare detailed schemes. One instance I may quote 
was with water from one of our Mendip underground 
supplies which from many years’ study I knew usually gave 
quite satisfactory analyses over most of the year but with 
heavy autumn rains invariably showed considerable con- 
tamination, the more dangerous because the sources were 
impossible to trace. ‘These supplies always need chlorina- 
tion but the engineer was quite happy with one good bacter- 
iological report. 

The opposite may occur and the water engineer may 
accept one or two bacteriological analyses showing con- 
tamination as definite condemnation of the supply when 
a topical investigation discloses an easily removable cause of 
the adverse reports. 

As recently as 1951 in a county north of London I was investi- 
gating for an urban authority a problem of refuse disposal on chalk 
and this involved a detailed study of the several water supplies. 
One of them occasionally yielded bad bacteriological analyses and 
inspection showed that the springs were quite unprotected and 
that serious contamination was possible. The other was the 
main source of water and here the springs were liable to quite 
gross contamination easily accounting for the many unsatisfactory 
analyses. In both instances the sources of contamination were 
removable at no great expense but, in spite of the unsatisfactory 
samples, in neither case had the M.O.H. or the Consultant 
Engineer taken the trouble to make a detailed inspection. Both 
supplies were chlorinated but this is no substitute for the removal 
of sources of contamination. 

Another example of the value of inspection may be given. As 
part of my work as Consultant to the Somerset County Council 
an application for a grant for a water supply for a small village 
was passed for the special committee to approve. Before the 
committee met a further application was put in to extend the 
proposed supply to a neighbouring village on the grounds that the 
existing water supply was contaminated. However a study of 
the bacteriological analyses over the past six years disclosed that 
samples from the springs were invariably good and the only 
contamination shown was from recent samples both taken from 
village taps. The proposed extension involved a pipe over 
14 miles long serving no houses on the way and costing some 
£1,500. The village was sited in a backwater with no hope of 
expansion. A personal visit showed the springs free from‘risks 
of contamination but the distribution tanks (six little tanks) had 
rotting wood covers admitting water and the fence of the small 
protected area was broken down allowing animal access from the 
grazing area around. Proper impervious covers and repairs 
to the fencing cost just over £100 and the extension was negatived. 
The disquieting fact was that the local M.O.H. had strongly 
urged the extension without any study of the previous analyses, 
all of which were available to him, and without any personal visit. 
Quite a simple problem if only he had visited the supply. 

These examples are given to stress that the M.O.H. should 
have constant regard to the safety of the water supplies in 
his district. Bacteriological examinations alone are not 
enough. If unsatisfactory they are merely signals of 
distress and require evaluation to assess their significance 
and steps, if possible, to remove any potential dangers. 
Who else is responsible for or can undertake this duty ? 

Chlorination of a water supply may or may not be re- 
quired, but in itself it is far from being foolproof, nor is the 
estimation alone of residual chlorine an adequate safeguard. 
As but one illustration of the need of inspection, on visiting 
a supply for about five parishes I ascertained that in times 
of shortage several small streams were utilised, the water 
not being chlorinated. The main additional stream was 
liable to pollution but fortunately it ran just below the 
chlorination tank and it was a simple matter to pipe it so 
that the water passed through the chlorination apparatus. 
This sort of thing is only detected by trained inspection.* 


*It is outside my purpose to discuss actual methods but those 
interested will find much of the information in one of my books 
—Practical Public Health Problems, second edition, 1949. I 
included much environmental hygiene in it because I felt it was 
neglected by many M.O.H., while many practical matters were 
not discussed in the text books. 


; 
e 
— 


PUBLIC HEALTH, February, 1955 


Milk 

Legislation has transferred the control over the production 
of milk, and in part its distribution as a commercial product, 
to the Ministry of Agriculture and Fisheries. Many 
public health officers deplore this transfer but, as I pointed 
out in 1944, we are concerned with safe milk and not specially 
with clean milk and our special concern is efficient pasteurisa- 
tion. ‘To ensure this is very much our job and emphatically 
is not a mere question of control by laboratory tests. Licences 
to produce pasteurised milk are very properly restricted to 
authorities which are Food and Drug Authorities, in effect 
to County Councils and County Borough Councils with a 
few additional authorities. No such licence should be granted 
until a demonstration has been given by the applicant that the 
plant is fully operationally effective and that the local operator 
knows the essentials of his job. This involves an inspection 
on the spot by a trained officer of the authority granting the 
licence and a demonstration by the representative of the 
manufacturers of its working efficiency and compliance with 
official standards. Pasteurisers, and _ particularly the 
H.T.S.T. models now the usual type, require much know- 
ledge to inspect adequately and there are a good many 
pitfalls. Consequently I regard it as essential that every 
Food and Drugs Authority should have on its own staff, 
or available from another authority, an inspector fully 
experienced in these technical problems. This usually 
means attending a short course and conducting such courses 
I have found much enthusiasm. Only when the apparatus 
passes all requirements should a producer’s licence be 
granted. This is our invariable practice in Somerset and the 
two County Sanitary Inspectors are most efficient at this 
work. The Medical Officer of Health need not have this 
special experience but it is a great encouragement to his 
inspectors if he will pay occasional visits with them and so 
appreciate the problems. 

Along the same lines I strongly deprecate the common 
practice of using the phosphatase test as the sole method of 
judging efficiency of operations. Notices are sent to the 
holder of the licence and it is left to him to take steps to 
restore the efficiency of the pasteurisation. As M.O.H.s 
we want to encourage efficient treatment of milk and if the 
plant has been pre-investigated as suggested, it is usually 
easy for the trained inspector to show the operator what defect 
took place at the time the faulty sample was collected. 
This is helpful to both sides and usually ensures maintained 
efficiency in future. I was using the phosphatase test for 
many years before it became official and invariably on a 
personal visit the defect of operation on the day in question 
was ascertained and the operator shown how to avoid a 
repetition. If after such help bad samples continue then 
the M.O.H. is fully justified in recommending cancellation 
of the licence. 


Hygienic Food Control 


Medical Officers of Health are giving a good deal of atten- 
tion to this branch of environmental hygiene, stimulated 
by the steady increase in food poisoning cases and out- 
breaks. The fact that it has not been neglected by most 
M.O.H.s has markedly widened the scope and range of the 
steps taken to improve conditions and is a good example of 
the benefits resulting from active participation instead of 
benevolent oversight. There is therefore little to add, but 
two points possibly merit mention. 

The problem of detergent usage is a difficult one, not as 
simple cleansing agents, but more particularly when ad- 
vocated as effective substitutes for hot water sterilisation. 
A younger generation cannot easily visualise the intense 
muddle over chemical disinfectants before the days of 
standard tests for efficiency and when the many guides 
offered for efficiency were mostly based on the pressure 
exerted by manufacturers and their agents. This must not 
happen with detergents and seems unlikely since today 
public health is much more governed by scientific methods, 
but it is still necessary to press for scientific control and to be 
chary of accepting efficiency findings based on laboratory 
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tests carried out under favourable conditions which are rarely 
present under practical working conditions. 

The M.O.H. should give special attention to those com- 
munal services directly under the control of his authority, 
such as the provision of school meals and milk and canteens 
for local officials, and see that they serve as examples of 
hygienic efficiency. Taking oné small item as an illustration 
the containers which take hot foods to the schools, and are 
often retained with their contents for many hours, require 
for safety efficient steam sterilisation before the food is put 
into them. Fairly often this is said to be given but the 
steam pressure may be inadequate and the sterilisation 
time insufficient. At one school kitchen I visited a few 
years ago efficient steam sterilisation was said to be given 
for three minutes; but the sprays of steam had little pressure 
and the worker who said he was steaming each container 
for three minutes as instructed was actually giving each an 
average of less than one minute. He had no time keeper 
and a clock in these cases is necessary to allow accurate 
times to be used. 


Sewage Disposal 

The M.O.H. has little need to concern himself with this 
subject in large towns but in country districts and in small 
towns a few public health considerations arise. The layout 
of sewers and purification works is purely an engineering 
problem but even here biological knowledge may be helpful. 
I have in mind instances where available land is used as an 
accessory to the ordinary tanks and filter beds. This, in 
my experience, is nearly always given as a continuous one- 
track unchanged flow over or through the land. When 
installed this land flow does give added purification but after 
a few months it rapidly diminishes and after less than a year 
is uSeless, as is demonstrable by chemical analysis. With 
our biological and bacteriological knowledge this is what we 
should expect as the land progressively becomes “ sick ”’ 
as we pass to the outlet. A timely word on the need to dose 
the land in three separate sections, thus allowing the resting 
areas to recover, will enable such purification as the area 
available permits to continue indefinitely. The cost of the 
land re-arrangement is trivial. 

A feature of recent bacteriological work (arising from our 
vastly improved isolation methods) has shown that the 
presence and survival of pathogenic bacteria in small streams 
which receive the drainage of groups of houses is more 
frequent than earlier work suggested. Many small outbreaks 
of enteric infections have been so traced. These findings 
suggest that more attention should be given to such potential 
sources of infection. Control is a difficult matter and 
certainly is not a question of the installation of small purifi- 


- cation works for such groups of houses. 


Slaughter Houses and Meat Inspection 

Just now the provision of slaughtering facilities is a very 
topical matter but one which need not directly concern the 
M.O.H. The problems are sometimes difficult and some 
practical encouragement to the sanitary inspectors should 
be welcome, particularly if the M.O.H. will visit with the 
inspector borderline premises and add the. weight of his 
authority. 

In rural areas the geographical difficulties of adequate 
meat inspection are considerable and are made still more 
unsatisfactory if Sections 8 and 10 of the Public Health 
(Meat) Regulations, 1924, are not fully enforced. They 
are mencioned because in dozens of cases I have found 
a very lax interpretation accepted. Section 8 requires 
notices of time of slaughtering to be at “ fixed times on 
fixed days,” but frequently a bare intimation that killing 
is on, say, Tuesdays or Wednesdays is accepted as adequate 
and naturally this makes efficient meat inspection a farce in 
rural areas. Section 10 requires an adequate system by 
which the inspector can identify the viscera of a slaughtered 
animal with its carcase, and only some arrangement such as 
identical numbering is satisfactory; the common excuse 
that these two groups are identifiable because they are in 
series on the hooks is not an acceptable substitute and is 
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unreliable and so a breach of Section 10, Both points are 
ones which a M.O.H. should discuss with his chief in- 
spector and insist on rigid compliance. 

Housing 

The modern well-trained sanitary inspector is exceedingly 
capable on the subject of housing and the M.O.H. can well 
limit his oversight to encouragement and to making sure that 
the reports of his inspectorate receive adequate consideration 
by his authority. Only two points perhaps deserve mention. 
One is that the training of the inspector tends to give him a 
bias in favour of structural over health considerations. 
This bias is often non-existent, more usually slight and only 
occasionally marked. It is shown by a tendency with 
houses structurally in good condition to underestimate the 
significance of defects inimical to health, such as absence of 
through ventilation or windows so low that proper ventilation 
without intolerable draught is impracticable. 

The other is the need to schedule every defect which 
should be remedied and to send a copy to the owner. This 
is really important and if not carried out may lead to endless 
trouble and indeed to do so is implicit in the Housing Acts. 
I have known dozens of cases when failure to include all 
defects has led to a patched up job and resultant dissetisfac- 
tion. As part of his oversight of housing, and defective 
housing is a health problem, the M.O.H. should pay close 
attention to the type of notices issued by his Department. 

Time has restricted me to a selection of environmental 
health factors and to a rejection of subjects not germane to 
the narrow field I have adopted. The attitude of Medical 
Officers of Health to these problems varies widely but I hope 
many can assure me their personal consideration forms 
part of their regular practice. For those whose personal 
interest in environmental hygiene is slight I repeat the 
opinion I advanced early in this paper that the training, 
medical equipment and experience of the M.O.H. fit him to 
make real contributions to environmental hygiene, contri- 
butions which he only can raake. 

At the moment the M.O.H. is less esteemed than he was, 
say, a couple of decades ago. I do not believe this old esteem 
will be re-established unless he can make self-evident that 
he is much more than an administrator. Actually, of 
course, he is much more, being an expert on communiceble 
diseases, wise on many subjects with public health facets, 
acquainted with the statistical appraisement of health 
progress or retrogression, and with a considerable technical 
knowledge of environmental hygiene. This expert know- 
ledge must both be extended and be expressed so that he 
speaks ‘‘ as one having authority ” and as a matter of course 
included in all appropriate discussions. 

My views do not seem to have changed with the passage of 
years and I will end my remarks with a quotation of one 
brief paragraph from my presidential address to our Society 
in 1935 on ‘“‘ Our Future :— 

“It will be obvious that I do not hold the view that Medical 
Officers of Health are but passive instruments to carry out policies 
initiated in Parliament or Whitehall under the direction of their 
respective authorities. They have this to do but I believe their 
special training and wide experience entitles them to, and should 
compel them to, survey the whole sphere of preventive medicine 
and to express their views and to exert their influence in making 
the practice of public health more scientific in outlook and more 
effective in operation.” 


The Secretary of State for Scotland has appointed Sir Andrew 
Davidson, M.D., F.R.C.P., F.R.C.S., formerly Chief Medical Officer 
of the Department of Health for Scotland, to be chairman of the 
Advisory Committee on Medical Research in Scotland in succes- 
sion to Sir Edward Appleton, Vice-Chancellor of Edinburgh 
university. 

The Wellcome Historical Medical Museum, which for the past 
seven years has been housed at 28, Portman Square, W.1, has 
now removed to the Wellcome Research Institution at 183-193, 
Euston Road, N.W.1 (Telephone : Euston 4688), Exhibitions 
dealing with primitive medicine and with child welfare through 
the ages are open to the public in the new premises (Monday to 
Friday, 10 a.m. to 5 p.m.) 


* Public Health (November, 1935), 49, 42. 
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HOUSING PRIORITY AND MENTAL ILLNESS * 


By M. D. WarREN, M-D., D.P.H., D.I.H. 
Assistant Principal Medical Officer, London County Council, 
formerly Deputy Medical Officer of Health, Hampstead Metro- 
politan Borough. 


In animo perturbato, sicut in corpore, sanitas esse non potest.— 
Cicero. 


Two of the most pressing social problems of the present 
time are the shortage of housing and the prevalence of mental 
illness. The causal relationship between these problems has 
not been extensively studied but certain hypotheses are 
generally accepted. For instance it is accepted that a stable 
home, which is more than a house, is a fundamental need 
for the satisfactory upbringing of children, and it is desirable 
that all people should be suitably housed so that they may 
have the opportunity of gaining complete mental and 
physical health. Thus under the Housing Acts sanitary 
defects and overcrowding have been made statutory offences. 
However, superimposed on these general problems is another 
problem which particularly affects the Medical Officer of 
Health. Although the vast majority of applicants for re- 
housing would benefit by rehousing, owing to the shortage 
of accommodation available to the councils only a minority 
of the applicants can be rehoused ; indeed the shortage of 


_ houses and flats is so great that not all those applicants whose 


application is supported on medical grounds by their doctors 
can be rehoused. It is therefore necessary for the Medical 
Officer of Health to allocate varying degrees of priority to 
these applicants. 'This essay discusses the factors that must 
be considered in allocating priority on the grounds of mental 
illness and alternative methods that can be employed to 
relieve some of the stress, and suggests that the Medical 
Officer of Health should be called in consultation about some 
of these cases. 

The extent to which doctors consider that adverse housing 
factors havé been a potent cause of mental illness is shown 
in the following figures. Of 322 applications supported by 
medical certificates received in 1953-4 by one Metropolitan 
Borough, 68 (21%) related to mental illness. The actual 
diagnoses are shown in Table I. 


Taste 
Number 
Diagnosis of 
cases 

Anxiety state : 34 
Neurasthenia (Nervous Debility) 17 
Behaviour Disorders (Children) 9 
Depression 5 
Mental Defective 2 
Paranoid State 1 
Total 68 


These certificates related to 3 males, 55 females, and 10 
children. 

In addition to these, a further 35 certificates related to 
psychosomatic disorders; the diagnosis and numbers 
being as follows :—asthma (in children) 14, fibrositis and 
muscular rheumatism 11, and peptic ulcer 10. Thus by 
adding the psychological illnesses and the psychosomatic, 
it is found that about } of medical certificates in support of 
rehousing applications relate to psychological stress which it 
is usually suggested emanates from adverse housing con- 
ditions. The relationship between these conditions and 
housing is discussed in detail below. 

The Psychoses : 
Schizophrenia and Manic-Depression 

As far as present knowledge goes, it would seem ex- 

tremely unlikely that persons suffering from a schizophrenic 


* Metropolitan Branch™Prize Essay, 1954. 
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or manic-depressive psychosis are likely to be materially 
benefited by rehousing. The diagnostic feature of schizo- 


phrenia is the withdrawal from reality into unreality and 
fantasy, and a frequent feature of the depression of a de- 
pressive psychosis is that jt comes on unrelated to any 
recognisable cause. 


Senile Pyschosis 

Cases of senile psychosis or involutional melancholia 
need very careful evaluation. About 70% of such cases are 
really suffering from a psychotic depression and about 50° 
of these old people can be improved by appropriate treatment 
such as E.C.T. (M. Roth 1952). Some of this group may 
also benefit from rehousing, particularly if their depression 
is related in any way to loneliness or fear of being neglected. 
The remaining 30% of senile psychotics are found to be 
suffering from a dementia. These cases have an insidious 
onset, and by the time they are brought to the notice of the 
Public Health Department are found to be confused, some- 
what incoherent and mumbling in conversation, may have 
unsystematised delusions, are unable to grasp the present 
situation and lack insight into their condition. The cause 
of these mental changes is thought to be arteriosclerosis, 
and it is most unlikely that rehousing can benefit such cases. 
These old people are best left in their homes and assisted 
by other means, such as the home help service and mobile 
meals. As the inability to grasp the present situation is a 
feature of the illness, to change the environment of such 
people is indeed contra-indicated unless other factors such 
as a real danger to themselves or nuisance to others are 
present. 


Psychoneuroses 

The psychoses form only a very small proportion of 
mental illness certified as related to bad housing. The 
vast majority of such illness can be grouped under the term 
psychoneuroses. Most are certified as ‘‘ anxiety state,” 
““neurasthenia”’ or “‘ nervous debility,” but it is believed 
that these terms are used in a general sense rather than as 
particular, defined diagnoses. For instance it would seem 
that a proportion of the ‘‘ anxiety states’ are in reality 
“hysterical reactions’ to adverse circumstances. 

Housing may play a part at two stages in the genesis of a 
psychoneurosis. A psychoneurosis develops from a com- 
bination of predisposing causes which originate from 
childhood experience and precipitating causes met in adult 
life. The psychogenesis has been summarised as follows 
(Hadfield J. A. 1950) :— 

“Early experiences tend to form themselves into complexes 
by the process of repression, and when once formed, these com- 
plexes become a constant source of abnormal behaviour, whatever 
the environment and however perfect, complexes will compel a 
man to be depressed irrespective of circumstances, discontented 
with whatever work he takes up, to be self-conscious in any 
society of people . . . Removal from bad conditions may prevent 
a breakdown : it cannot rid him of the complexes .... To 
the neurotic, every pin-prick is a dagger thrust, every mole hill a 
mountain, every sound the threat of doom : he cannot bear to 
face strangers, he becomes depressed if the slightest thing goes 
wrong, and he ‘ loses his nerve’ when there is nothing to fear.” 

Such people are ill and are entitled to priority on this 
account, to argue that they should be denied priority be- 
cause they are constitutionally weaker than others and there- 
fore always liable to further illness even in ideal circum- 
stances, is to argue that a person with quiescent tuberculosis 
should not be rehoused because even under the best circum- 
stances his disease may flare up again. It is to say that a 
person who is Mantoux-negative and living in contact with 
an infectious case of tuberculosis needs no particular con- 
sideration because he is constitutionally liable to tuberculosis. 
Such argument is nonsense, the very liability is the reason for 
the need for special consideration. So it is with psycho- 
neurotics, but the degree of priority recommended must 
vary with the circumstances and the precise diagnosis. The 
question as to whether latent neuroticism will emerge as 
neurotic behaviour depends as much on the kind and degree 
of external stress as on the personality make-up. 
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Hysteria 

The hysterical personality reacts by retreat into illness ; 
the illness acting as an escape from an intolerable mental 
conflict or as a revolt against the demands of life. The 
latter is probably the usual mechanism in relation to housing. 
Hysterical persons may benefit, at least temporarily, from an 
improvement in circumstances. But is this the correct 
treatment ? To gain materially from an hysterical reaction 
or illness tends to facilitate a recurrence of the symptoms 
when demands of life once more become exacting. The 
correct treatment for hysteria is psychotherapy and an 
effort to change the patient’s attitude rather than his circum- 
stances. It is therefore necessary in dealing with such 
cases that, whilst the doctor may sympathise with the poor 
housing of his patient, he should not suggest that it is the 
sole cause of his patient’s distress. 


Anxiety State 

The motive force in an anxiety state is the constant effort 
to achieve, to overcome frustration. In this condition 
housing factors may play a significant role in precipitating 
an episode of illness. However, much of the illness can be 
avoided by means other than supplying new housing. The 
chief causal factor is the frustration, the awful hopelessness, 
the feeling that others get rehoused, but you cannot. The 
feeling that there must be more that you can do when in 
fact there is not. As C. S. Lewis said ‘‘ Men are not angered 
by mere misfortune, but by misfortune conceived as injury.” 
Thus in handling housing applications it is important that 
every applicant understands how houses are allocated, is 
convinced that there is no favouritism, and knows what are 
his chances of rehousing. ‘To keep people endlessly on a 
waiting list when quite clearly they have no chance of re- 
housing is to help engender anxiety states. Human nature 
is able to s.and anything except doubt. Knowing that the © 
circumstances cannot be changed the patient, with his 
doctor’s help, must attempt to change his attitude towards 
them. 

In addition to the endogenous anxiety states arising from 
personality factors and an inadequate mental approach to 
a problem, there are exogenous anxiety states. In these 
conditions the patient’s personality is reasonably reactive 
and resilient, but the external circumstances are such that 
they overwhelm the patient and indeed would be expected 
to overwhelm a majority of normal people. The case 
report below is an example of an exogenous anxiety state :— 

Case I.—Mrs. R. certified as suffering from nervous debility.” 
She lives with her husband and a daughter aged 2} years in one 
room on the first floor. This room is level with a railway bridge 
where during the rush-hour periods, trains cross every four 
minutes. The family have to live, sleep and prepare meals in 
this one room. Mrs. R. is expecting her second child in three 
months; 

In such a case maximum medical priority should be 
awarded. The prognosis is excellent, for almost undoubtedly 
Mrs. R’s nervous debility is due to her adverse circum- 
stances. But having said that, what is to happen to the room? 
Can any one live in such a place? The room, because of 
its nearness to the railway is far from ideal, but a single 
person would not necessarily suffer in such a place. The 
overcrowding would not arise, the lack of kitchen facilities 
is not so important, and the rush-hour traffic would not be 
noticeable if the single person were out at work during normal 
working hours. It does not follow that because certain 
accommodation debilitates one family, that accommodation 
must be considered unfit for everyone. 


Case II is a further example of an exogenous anxiety 
state, and contrasts with Case I. However, both cases 
illustrate the careful investigation that is required before 
allocating medical priority. 

Case II.—Miss W. aged 53 years, certified as suffering from 
‘* anxiety state.’’ She lives in one reasonably sized room, which 
is dark. It has no outlook. Cooking facilities consist of two 
electric plates, situated in a large cupboard space, in which there 
is also a basin and running water. Rent is 18s. per week, un- 
furnished. 
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There did not seem to be sufficient reason to attribute 
her anxiety state to her accommodation, and at first it was 
thought that this must be an endogenous anxiety state, 
perhaps associated with the menopause. In which case, 
although the lack of outlook of her room would certainly not 
improve her depression, one could scarcely consider awarding 
her any priority in rehousing on this account. However, on 
further investigation it was discovered that she was employed 
as a temporary clerk with the Ministry of Food, and was 
very apprehensive about her future employment. Re- 
housing could in no way affect her anxieties and indeed 
might aggravate them to the extent that her rent might be 
increased. The interesting feature of this case was that this 
woman was Seen when she was in the process of transferring 
her uncertainties and frustrations about her job to her 
accommodation. She was in the process of believing that 
her symptoms were due to the bleak outlook from her 
window rather than to her own bleak outlook. In this 
transference of her frustration she had been justified by the 
certificate of her doctor. More will be said about this 
phenomenon of transference when discussing the psycho- 
somatic diseases. 


Inter-Personal Relationships 


An anxiety state can also arise when people of incom- 
patible temperaments have to share accommodation. This 
may arise between husband and wife between adult children 
and their parents or parents-in-law, between tenants or 
between landlord and tenants. The fault may stem from 
the applicant’s own peculiar temperament or from the other 
side. But unless further sharing is envisaged in considering 
rehousing, there is no need to allocate any blame. It is 
only necessary to be satisfied that an impossible tension has 
arisen between the families for it to be obvious that re- 
housing is indicated. Provided the diagnosis is correct the 
prognosis is excellent in most cases. 


‘They say I’m a quarrelsome Fellow 
God rot it, why how cen that be ? 
For I never quarrel with any 

But all the world quarrels with me.” 


These inter-personal difficulties are greatly aggravated 
where overcrowding is present. When individuals of all 
ages differing widely in their desires and pursuits spend much 
of the day and most of the nighi in close proximity, jostling 
each other and the furniture. friction, irritation and frustra- 
tion must arise. Every argument, every difference of 
opinion must be discussed in front of everyone, inevitably 
sides are taken and bitterness and altercation develop, and 
even the most placid member of the household is drawn in. 
No one can escape, for there is nowhere to escape to. 

The appalling situations that can arise between couples and 
their in-laws are well known. Case III is an extreme 
example, and indeed Mrs. M. was eventually granted a 
divorce. 

Case III.—‘‘ After marriage in 1950, the couple went to live 
with the husband’s parents, but after 15 months the wife was 
emaciated and a mental wreck as if, as it was put by a witness, 
she had come out of Belsen. She had lost two stones and a half. 
The judge considered that the husband’s mother had quite 
deliberately set out to inflict searing mental pain on a young girl. 
The husband and mother-in-law combined to reduce the wife 
to being a serf, fit to do and bidden to do the work, but not fit 
to look after, or enjoy, her own child. So effective were the results 
that she now literally no longer knew her own child by sight and 
her mother love had been killed’ (The Times, 24.3.54). 

In this case the mother-in-law would seem to have been 
suffering from some mental illness. But misery can result 
when both parties can be considered to be mentally normal. 
This difficulty of living with ‘n-laws seems to be peculiar to 
the more ‘“‘ advanced ”’ civilisations and indeed the more 


‘* advanced ”’ sections of such communities. Thus Caruthers 
(1953) points out that it is traditional in many African tribes 
for the mother-in-law to bring up the grandchildren, whilst 
the wife goes out to work. The reason that this is satis- 
factory in a stable, static civilisation and apparently not in an 
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advancing one may be due to the fact that in the latter each 
generation adopts new ideas and believes it knows ‘“‘ best,” 
thus controversy and: difference of opinion is inevitable ; 
whilst in the older static communities the upbringing and 
training of children has become traditional. 


Paranoia 

Early paranoid features must be carefully differentiated 
from the exogenous anxiety states. Because the paranoid 
person is constitutionally suspicious, little benefit is likely to 
result from rehousing. These people are still full of sus- 
picion and complaints whatever accommodation they 
occupy. The need to differentiate these people from the 
genuine people who just cannot “get on’ when living 
together is obvious. In practice it is not usually difficult 
to do this. Patients with paranoia usually have super- 
imposed hypochondriacal symptoms, a previous history 
of difficulty in getting on with people and their complaints 
spread further than the actions of their co-tenants. There 
are frequently complaints about the trades people who come 
to the house, and about other people whom the patient meets 
at work. 


Obsessional Traits 

A further group of anxiety states can be differentiated. 
In these cases there is an incompatibility between the 
patient’s temperament and his environment. Under other 
circumstances the defect of the patient’s temperament 
might be classed as a desirable attribute. ‘These people 
cannot be considered psychoneurotic and, although there 
is a constitutional background which cannot be affected by 
rehousing, these cases nevertheless have a good prognosis. 
The vivid and typical exampie is that of an obsessional 
personality battling in overcrowded conditions. The over- 
crowding may not be severe, but it is sufficient to prevent the 
accommodation ever being “‘ really clean and tidy.’”’ Such 
a person who is meticulous, setting herself too high standards, 
may well experience a breakdown in health when living in 
inadequate accommodation, but in moving to more appro- 
priate housing regain her mental health, although remaining 
an obsessional person. 


Behaviour Disorders in Children 

Any child has a better chance of healthy mental develop- 
ment if brought up under ideal housing conditions ; but 
more important than the house is the mother—particularly 
in regard to very young children and infants. It is therefore 
not surprising to find that the housing factors act through 
the mother. As a social worker (Thompson 1954) has 
recently remarked :— 

** Routine interviews with patients at the ante-natal clinic, in 
hospital and in the home, made it clear that housing is by far the 
greatest single source of insecurity, worry and unhappiness. 
Chronically worried and unhappy mothers cannot be mentally 
healthy and parental insecurity must have ill-effects on the 
children. If one accepts the view that the foundations of mental 
health are set in infancy and early childhood (Bowlby), then it is 
a matter for concern that so many children spend their early years 
in living conditions unsuitable for the best development of a happy 
and healthy home life.’ 

Character formation depends on the encouragement of 
innate dispositions, suggestibility, identification and copying 
of adult behaviour. The child tends to take over moods, 
feelings and opinions of others. Constant scolding and 
correction causes the child to become over-sensitive, whilst 
an irritable mother produces an irritable child. But how 
can a mother avoid scolding her child when the child must 
play in the kitchen where she is trying to cook or, worse 
still, when the whole family live in one room? How can a 
mother avoid “‘ spoiling ”’ her child who has “learnt ”’ that 
it must not cry because it annoys the lady in the flat below ? 
Any one working in child welfare clinics must have met many 
examples of “‘ behaviour disorders ”’ in infants, which cannot 
be correctly treated because of housing conditions. Children 
who cannot get to sleep because they are put to bed in the 
living room are given chloral hydrate instead of a bedroom. 

The fact that these behaviour disorders do not figure 
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prominently in the certificates analysed at the beginning of 
the paper is.that so frequently the mother is affected also 
and the certificates merely state that she has ‘‘ an anxiety 
state.” Case IV illustrates this point. :— 

Case 1V.—Mrs. P. suffers from neurasthenia. Her daughter 
(4 years) has constantly to be restrained and does not get to sleep 
until after 11 o’clock. Mr. and Mrs. P. and their child live in 
one room. The landlady does not like children in her house, 
and whenever the little girl jumps or dances, she bangs on the 
ceiling with a broom handle. Mrs. P. is a conscientious person 
and tries hard to avoid antagonising her landlady ; but the child 
reacts to this situation by accompanying her demands to her 
mother with a threat to bang on the floor. As a result of this the 
mother gives way to the child, with the result that the child is 
becoming unmanageable (as also is the landlady). 


In this case the only hope for recovery is rehousing. 
Ideally the mother should not alternate between restraint 
and bribery, but what can she do under the circumstances ? 
It is suggested that where children are affected directly or 
indirectly by housing factors maximum priority should be 
given. Rehousing is important not only in effecting a cure to 
the present illness, but also, and perhaps of greater, im- 
portance, in preventing these early adverse experiences from 
becoming repressed complexes with their consequent evils 
in adult life. 

Some of the evils associated with bringing up children in 
overcrowded, cramped accommodation can be mitigated by 
the use of nursery schools. In this way the children have 
a chance to be free to scamper and shout, a chance, alas, not 
available at home. Under present housing conditions the 
need for nursery schools is considerable, both in the interests 
of the proper development of the child and the mental 
health of the mgther. 


Mental Defectiveness 

In the case of mental defectiveness, rehousing may also 
be of considerable advantage ; although of course the 
advantage is to the family rather than the afflicted member. 
The care of a mentally defective child is inevitably an 
additional burden to the mother. If at the same time she 
is struggling with adverse housing conditions, such as over- 
crowding and lack of proper facilities, then the strain be- 
comes too great and she will either lose patience with her 
afflicted child, or with her normal children, or she may 
develop symptoms of mental strain. Furthermore, if the 
family are not rehoused, pressure will be brought to bear to 
admit the afflicted child into an institution. In these cases, 
before priority to be awarded for rehousing can be assessed, 
a full report on the mental state, intelligence quotient and 
likely future of the afflicted child is necessary, for if the 
child is unlikely to stay at home, whatever this home is like, 
then clearly no priority for rehousing could be given, but 
other measures may be adopted whilst waiting for the child 
to be admitted to hospital. 


Juvenile Delinquency 

Older children, that is between 5 and 15 years, tend to 
be more mentally resilient than the younger. Mental 
distress in this age group frequently manifests itself in anti- 
social behaviour and failure to progress at school. Burt 
(1944) referring to his survey of young delinquents in 
London just after the 1914—18 war states that his figures 
‘indicate plainly that it is in the poor, overcrowded, in- 
sanitary households, where families are huge ... that 
juvenile delinquency is most rife.” Burt goes on to point 
out that these factors are all associated with poverty and he 
emphasises the difficulty of separating the housing factors 
from factors of poverty, of hunger, of unstable parents and 
broken marriages. As he says ‘‘if the majority of delin- 
quents are needy, the majority of the needy do not become 
delinquents.’’ Case V (quoted from Sir Cyril Burt’s book) 
illustrates a multitude of adverse factors, including bad 
housing, yet Sir Cyril considered that the prime factor in 
this case was hunger. And this hunger could not have 
been relieved by rehousing, indeed it might have been 
aggravated, as the family could clearly not afford any increase 
in rent. 
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Case V.—Two brothers who frequently stole from shopkeepers 
and costermongers lived in one room on the third-floor-back at the 
top of a three-storied building. Except the basement—the dim, 
damp, semi-subterranean quarters of the landlord—every corner 
in the house was sublet. Within, the doors were half off their 
hinges ;_ the wall paper hung in shreds ;__ the banisters had long 
ago been used for firewood ; the ceiling of the passage was stained 
with wet, and its splintered laths sagged out through circular 
holes where the plaster had dropped down in slabs. ‘To all the 
smell and squalor of the staircase, the narrow room in which the 
two boys and their parents lived disclosed an unexpected contrast. 
It contained, indeed, no stick of furniture except a bed, upon which 
the father of the family was dying of tuberculosis, and five up- 
turned packing cases used for tables and stools, but the walls, 
the floor, the teapot and kettle of dented tin were all conspicuously 
clean... (After their father’s death, Sir Cyril Burt was able to 
arrange for these children to go away to a country home and as 
soon as they were well fed all pilfering ceased.) 

The infant needs company, the adolescent privacy in the 
home. When privacy is lacking and where the child is 
ashamed of his home, he cannot be expected to want to 
stay at home during his spare time. How can a boy develop 
a hobby, when there is no space in the home he can call his 
own ? Such children will spend more time out than in. It 
is to combat this defect of housing and to direct the child 
into desirable activity that youth clubs are so necessary. 
Nursery schools, youth clubs, and “pubs” are in part 
refuges from unpleasant or inadequate accommodation. 


Psychosomatic Diseases 

To an extent all diseases are psychosomatic, for the mind 
influences the course if not the causation of all illness. 
But the group of diseases usually accepted as psychosomatic 
diseases are those illnesses in which it is believed that 
psychological factors play a major role in aetiology, but the 
manifestations of this stress are sometic. It is in these 
psychosomatic conditions that the approach of the doctor 
must be particularly circumspect. The real cause and the 
mechanism of causation of all these conditions is unknown, 
although it seems to be established that chronic frustration 
and smouldering resentment can perpetuate the symptoms of 
these diseases. ‘Thus it might well happen that because of 
housing difficulties of one sort or another, a person becomes 
frustrated and deveiops an exacerbation of a psychosomatic 
disease. Such would be a genuine case for housing priority 
on medical grounds. But equally common and to be 
carefully differentiated from the above mechanism, are 
those cases where frustration at work, disappointment at 
some real or supposed failure, repressed jealousy, etc., is 
projected onto the housing conditions. In these cases 
rehousing will not help the patient’s illness, as the under- 
lying and real causes are still present. Quite frequently 
after rehousing such cases further complaints are received 
about the housing or the rent or the journey to work, etc. 
When this occurs rehousing has been the wrong treatment. 


Transference of Frustration 

Unfortunately, as in the case of the anxiety neurotics, 
the psycho-pathology may progress one stage further. The 
patient, in transferring his frustration from his job to his 
housing accommodation, transfers responsibility for his 
symptoms from himself to the “ housing authority.’’ His 
doctor, confronted with a disease, the aetiology of which is 
unknown and the treatment for which is poor and inade- 
quate, remembering the new schools of psychosomatic 
medicine and social medicine, enquires about his patient’s 
background. The patient pours forth his resentment against 
the housing department and the doctor promptly sends in a 
certificate. ‘The patient now has written proof and con- 
firmation that his illness is due to his housing. If he is not 
now rehoused (and his chances may well be slender) he 
becomes genuinely frustrated with his present house and the 
* authorities ’’ and from now on his illness may well be due 
to this new frustration. Thus the whole causation has 
become transferred. It is therefore particularly important in 
the early stages of these cases and of the anxiety neurotics to 
ascertain the real precipitating cause of their illnesses so. 
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that extraneous factors, which might be associated in a 
minor way, are not exaggerated into the major causes. 
What these people need above all is tranquillity and freedom 
from sustained hostility and resentment, or put another 
way “equanimity } fl. oz. t.d.s. a.c.”” To merely redirect 
their resentment to the Town Hall cannot ultimately benefit 
the patient. Houses cannot be dispensed like aspirin, but 
only like cortisone. 


Conclusion 

It is the aim of every Medical Officer of Health to see all 
the people in his district well and properly housed, whether 
they be suffering from any illness or not. Whilst striving 
towards this goal, it is necessary owing to the severe shortage 
of houses to allocate priority to the families who will benefit 
most from rehousing. A usefu! prognosis in this connection, 
as in all medical conditions, can only result from a full and 
careful investigation of each individual case. The Medical 
Officer of Health should be looked on as a consultant and in 
cases where there is doubt as to the precise contribution 
housing is making to an illness, the Medical Officer of Health 
should be called in as a consultant. Although every person 
who is badly housed will benefit by rehousing, the current 
problem is to choose the odd 10% of applicants who alone 
can be rehoused. 
“* Quod satis est cui contigit, nihil amplius optet.’’—Horace. 
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B.C.G. VACCINATION IN A WELFARE CENTRE 


By EMSLIg, M.D., D.P.H., D.C.H. 
Assistant Medical Officer of Health, Leyton Area, Essex 


It is now almost two years (at the time of writing, June 
1954) since we started B.C.G. vaccination of tuberculosis 
contacts at the welfare clinics in Leyton, and a short report 
of our work might be a help and encouragement to others. 

There are advantages in placing this work at the children’s 
Welfare Clinics rather than in the Chest Clinics :— 

(1) We School and Welfare Medical Officers have the 
children under our care and supervision in any case, 
and they and their parents probably know us and have 
less difficulty in discussing matters with us. Since 
however, the children are healthy and not infected with 
tuberculosis, they are not under observation at the Chest 
Clinic except as contacts, and in most cases are seen 
there only once. Parents regard attendance here as a 
normal procedure, whereas attendance at a Chest 
Clinic is not what evérybody else does, and tends to 
be regarded with more apprehension. Welfare officers 
are possibly more experienced in dealing with children, 
especially small babies. 

(2) Most Chest Clinics have time for only one session 
a week for children. 'This must make reading of skin 
tests difficult unless children have special appointments 
at adult sessions, which is undesirable from the in- 
fection point of view. 

I am fortunate in spending nearly all my clinic time 
at one centre,-which I attend every day for a morning 
or an afternoon session. I can therefore arrange tests 
and test readings at times convenient for the parents, 
the children, and the next day appointed for vaccination. 
This is a great help, as the vaccine must be asked for 
15, days in advance. At that stage I may have only one 
or two cases on the list, but by the time vaccination 
day comes round I very often have seven or eight, and 
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and sometimes even over 10, and have to send an 
SOS for a second ampoule, which is usually granted if 
one has previously sent a request form. It will be 
understood that this work is not rigidly confined to 
the school clinic session for school children and the 
Infant Welfare session for under fives, which would be 
impracticable in any case, as families often consist of 
under and over fives. I prefer to test and read tests of 
schod! children at the end of an Infant Welfare session 
on their way home from school, to minimise inter- 
ference with school work. 

(3) Immunisation against diphtheria and whooping 
cough is done at the Welfare Clinics, and in some 
places vaccination against smallpox also. There seems 
to be no difference in principle between these and 
vaccination against tuberculosis, and perhaps it would 
be a good thing to encourage parents to regard them in 
the same light. 


I have not found that this work has interfered with 
the other duties of the clinic. In fact I have come to 
regard it as an important part of the ordinary care of 
the children. 


Since July 1952, 363 children have come for vaccination. 
Of these, 241 have been vaccinated, 81 rejected as unsuitable 
because of a positive Mantoux test, with or without an 
unsatisfactory x-ray report, and 35, from 22 families, have 
failed to keep appointments, or have ‘refused vaccination 
after having been tested. One child moved from the district, 
and in one case the source of infection died before vaccination 
could be arranged. ‘Four cases were deferred for further 
consideration on account of unsatisfactory radiograms. Of 
the vaccinated cases, 26 were under the age*of two months, 
mostly under six weeks. Of the rejected cases, 28 were 
under six years of age, of whom 20 were under five years, 
and two were under two years and therefore at a very dan- 
gerous age. Both these latter were admitted to hospital for 


__ primary infection, and one subsequently had tuberculosis of 


an ankle joint. One other child of five years was admitted 
to hospital as an urgent case. The positive Mantoux 
test drew attention to all these. 

Cases have been drawn from the whole of Leyton, al- 
though Dawlish Road Clinic, where the work has been done, 
serves only one of three districts in Leyton for general 
purposes. 

We find our cases partly by the help of the Chest Clinic 
staff, who send contacts they know of, and partly in the course 
of the ordinary duties of the school and welfare staff, from 
information on school forms, or by direct questions to parents. 
I make it a rule to ask about family history at first attendance 
at the ante-natal and welfare clinics. We have had two 
cases recommended by family doctors, and greatly appre- 
ciate this co-operation. 

Apart from recruitment of cases, the help of the Chest 
Physician is invaluable in warning us confidentially whether 
it is safe, or not safe, to waive the six weeks’ isolation rule in 
certain cases. Where possible, of course, we insist on six 
weeks’ isolation when there is any doubt, and it is often 
possible when the potential source of infection is either 
in hospital or a relative living in another house or confined 
to bed. 

The Chest Physician’s help is also required for interpre- 
tation of radiograms. While one feels that one might 
confidently pronounce many films to be clear, one is grateful 
for the expert’s advice, particularly in doubtful cases. 

Candidates for vaccination have a jelly test followed if 
negative by a Mantoux test 1 in 100, or if positive by a 
Mantoux 1 in 1,000, and, if that is negative, by a Mantoux 
1 in 100. Only those with a satisfactory x-ray report and a 
negative Mantoux 1 in 100 are vaccinated, except that 
babies less than six weeks old are done without a test or 
x-ray. 

All cases are inspected after five or six weeks, and have 
another Mantoux test. So far we have found it always to be 
converted. 
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No serious complications have occurred among the 
vaccinated. An enlarged gland in the axilla was found in 
34 cases, which varied in size from just palpable to the size of 
a bean or hazel nut. In no case has there been softening of 
the gland or discharge from it. Glandular enlargement may 
develop several months after vaccination, and parents are 
asked to report trouble of any sort, but only one case has 
been reported with later enlargement of an axillary gland 
to the size of a hazel nut. Most of the cases have been 
seen from time to time after vaccination at Dawlish Road 
Clinic or at one of the other Leyton Clinics. In two cases 
there was a rather deep ulcer which filled up and healed. 
In the other cases the reaction was trivial. 

A Mantoux test a year or more after vaccination was done 
in 69 cases, and in all sensitivity was maintained. 

With regard to the technique of vaccination, it is most 
important to inject intradermally and not subcutaneously. 
It has been said that this requires special experience, but I 
think it would be a pity to exaggerate the difficulty. After 
all, we school and welfare doctors are doctors, and must have 
done many more difficult things in our time. Many of 
us have had much experience in Schick testing, which 
amounts to the same thing. 

For those who may be less experienced, perhaps one or 
two hints may be useful. I find it easier to do intradermal 
injections with the arm steadied across the corner of a 
table. Unless the arm is steady it is difficult to gauge the 
resistance of the skin. Tiny babies are much easier to 
manage face down across the nurse’s knee on a nursing chair, 
usually available in a welfare centre. The baby should 
be allowed to settle comfortably without being held. Nurse 
then gently extends the arm and steadies the shoulder 
(not the head) while the doctor stretches the skin by grasping 
round the arm. I vaccinate babies on the deltoid region, 
never on the napkin area, which I think is asking for trouble. 
No dressing should be applied. There is a little discharge 
in most cases after about a month. If it is sufficient to stain 
the clothes a piece of lint can be safety-pinned to the shoulder 
of the vest so that it hangs loose. On no account close in the 
ulcer with plaster. I have heard that P.A.S. is specific for 
troublesome ulcers. I used it once or twice on my two 
rather deep ulcers, and they certainly seemed to heal quickly. 

The object of this paper is to suggest to other welfare 
medical officers that this work is suitable for them. 

The opinions expressed are my own and ate not necessarily 
those of the Essex County Council for whom I work. 
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VITAL STATISTICS, ENGLAND AND WALES, 1954 


The Regtstrar-General’s provisional vital statistics for England 
and Wales for the fourth quarter of 1954 and for the whole of 
that year have now been published.* Infant mortality was ahain 
lower, although there were more stillbirths registered. 


Live Births 


The total of live births registered in the year was 673,212, 
which was 8,752 lower than the total for 1953, but only 74 less 
than in 1952. The rate per 1,000 population was 15-2, compared 
with 15-5 in 1953 and 15-3 in 1952. 

Live births registered in the fourth quarter of 1954 numbered 
156‘892, representing a rate of 14:1 per thousand population, 
compared with 157,895 (rate 14-2) and 157,759 (rate 14-3) in the 
same quarter of 1953 and 1952, respectively. 


Infant Mortality 


In 1954 there were 17,098 deaths of children under one year 
of age, representing a rate of 25-5 per thousand related live births, 
the lowest annual rate ever recorded in this country. This rate 
compares with 26-8 in 1953, 27-6 in 1952, 29-7 in 1951 and 52-8 
in 1938. 

Infant deaths in the December quarter numbered 4,067, giving 
a rate of 25-3. This also is a record figure for a fourth quarter, 
the previous lowest rate for that quarter being 26-2 in 1953. 


Deaths 


The deaths registered in the year numbered 501,878, represent- 
ing a rate of 11-3 per thousand population, compared with rates 
of 11-4 in 1953 and 11-3 in 1952. 

There were 127,417 deaths registered in the December quarter, 
giving a rate of 11-4 per thousand population. This rate compares 
with 10-7 and 12-4 in the corresponding quarters of 1953 and 1952. 


Natural Increase 


The surplus of registered births over registered deaths was 
171,334. 


Stillbirths 


There were 16,130 stillbirths registered in the year 1954, 
representing a rate of 24-0 per thousand total live and stillbirths. 
This was higher than the rates for 1953 and 1952 of 22-5 and 22-7 
respectively. 

The figure for the December quarter (3,839) represented a rate 
of 23-8, compared with rates of 23-4 and 23-2 in 1953 and 1925 
respectively. 

*The Registrar-General’s Weekly Return No. 2, 1955, 
H.M.S.O., price ls. net or by post from P.O. Box 569, London, 
S.E.1, price ls. 1-d. 


In the following table the numbers and rates of live births, stillbirths, deaths and deaths of children under one year of age registered in 
the December Quarter and in the whole year 1954 are compared with the corresponding figures for 1953, 1952, 1951 and 1938 :— 


ENGLAND AND WALES 


Live births Stillbirths Death (including Deaths of infants 
non-civilians) under one year 
Per 1,000 Per 1,000 Per 1,000 Per 1,000 
Number total Number total live and Number total Number _telated 
population stillbirths population live births 
156,892 14-1 3,839 23-8 127,417 11-4 4,067 25-3 
1953 157,895 14-2 3,777 23-4 118,992 10-7 4,305 26-2 
1952 157,759 14:3 3,755 2362 136,554 12-4 4,731 29-0 
1951 153,995 13-9 3.812 24-2 121,894 11-0 4,583 28-5 
1938 143,756 13-8 5,833 39-0 119,366 11-5 7,504 49-4 
Year :— 
1954 673,212 15-2 16,130 24-0 501,878 11-3 17,098 25-5 
1953 681,964 15-5 15,683 22-5 503,529 11-4 18,324 26-8 
1952 673,286 15°3 15,647 22-7 497,484 11-3 18,555 27-6 
1951 679,689 15-5 16,019 23-0 549,380 12-5 20,224 29-7 
1938 621,204 15-1 24,729 38-3 478,996 11-6 32,724 52-8 
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Society of Medical Officers of Health 
ORDINARY MEETING 


An Ordinary Meeting of the Society was held in the Council 
Room of the British Medical Association, Tavistock House, 
Tavistock Square, W.C.1, on Friday, November 26th, 1954. 


1, Minutes of Last Meeting. The Minutes of the Ordinary 
Meeting held on September 16th, 1954, were confirmed and 
signed by the President. 


2. Life Membership. The following were elected fully paid 
Life Members of the Society, on the nomination of the Council 
and of their Branches :—Dr. J. F. Macdonald, Col. E. F. W. 
Mackenzie and Dr. J. B. Lowe. 


3. Elections. The following candidates, having been proposed 
and seconded, were duly taken into membership :—Fellows : 
Drs. Islay Cecil Barne, Alexander David Christian Stewart 
Cameron, David Miller Cathie, Catherine H. Coutts Milne, 
Raymond Joseph Donaldson, Thomas. Christie Falconer, Kate 
Gray, Edmund Monk Hamilton, Herbert James, J. A. Linden, 
Thomas Aloysius McVey, Charles Nicholson Minto, Stuart 
Love Morrison, Basil John Lloyd Moss, Anne Boyd Perkins, 
Lewis Bernard Peters, Irene Tomina Joan Ruxton, Elisabeth 
Schonberger, Hope B. Scott, William Sharpe, John Anthony 
Slattery, Henry Ellis Smith, Donald Shrewsbury Todd-White, 
Robert Webster, B. N. Williams, Arthur Leslie Thrower, Alfred 
Yarrow, Sydney Maxwell Young. Associates: Drs. William 
Robert Samuel Robertson, Ernest Ward. Temporary Members 
attending D.P.H. Courses : Drs. A. Bukhari and A. F. Mowafi. 
Nominations for the next election were reported and the meeting 
terminated. 


ANNUAL GENERAL MEETING 


The Annual General Meeting of the Society for the Sessions 
1953/54 was held in the Committee Room of the Society, Tavistock 
House, London, W.C.1, on Friday, January 14th, 1955, at 12.45 
p.m. 


The President, Dr. Jean M. Mackintosh, was in the Chair and 
there were also present twelve members of the Society. 


1, Minutes of Last Annual General Meeting. 'The Minutes of 
the Annual General Meeting held on December 10th, 1953, were 
confirmed and signed by the President. 


2. Annual Reports and Accounts. The Annual Reports of 


the Council, the Treasurer, and of the Editor of Public Health, 
were received and adopted, together with the Balance Sheet as at 
the September 30th, 1954, and the Income and Expenditure 
Account for the year, ended September 30th, 1954. 


3. Appointment of Auditors. Messrs. Greene, Clements & 
Co., Chartered Accountants, of 20, Bloomsbury Square, London, 
W.C.1, were re-appointed the Auditors of the Society. 


4. Life Membership. 'The following members were elected 
to fully paid Life Members of the Society, on the nomination of 
the Council and their Branches : Drs. Muriel H. Radford, H. W. 
Barnes, H. S. Banks, Mary Kidd, H. L. Cronk, C. M. Richardson, 
H. G. Trayer, E. H. Walker, C. E. E. Herington, A. F. Adamson. 


5. Elections. The following candidates, having been duly 
proposed and seconded were elected to Membership of the 
Society :—Fellows : Drs. June Patricia Cooper, Isobel Beatrice 
Craighead, Margaret Rosemary Farrell, Marie P. S. Grant, 
Arthur John Isbell Kelynack, Donald Gordon Noble, Douglas 
Stuart Parken, Thomas Alun Phillips, George Lee Ritchie, 
Francis Simm, James Taylor, Eric Dudley Birch Wolfe. Tem- 
porary Fellows, attending D.P.H. Courses: Drs. Edwin Inman 
Blenkinsop, Maureen Henderson, Joyce Heather Hindmarsh, 
John McCormack, Helen Herbison Reid. Nominations for 
the next election were reported and the Meeting terminated 
at 1 p.m. 


Dr. P. G. Roads, M.O.H., Shrewsbury M.B., and A.C.M.O., 
Shropshire, has been recommended for appointment as deputy 
medical officer of health, Sheffield C.B. 


Mr. Duncan Sandys, Minister of Housing and Local Govern- 
ment, has appointed Mr. Ronald S. Russell, m.p. (Wembley, 
South), to be his Parliamentary Private Secretary. 
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EAST MIDLAND BRANCH 

President : Dr. J. B. S. Morgan (C.M.O.H., Derbyshire). 
Secretary: Dr. J. A. Stirling (M.O.H., Chesterfield 

.B.). 

A meeting of the Branch was held in the Guildhall, Not- 
tingham, on Thursday, October 9th, 1952, Dr. J. H. C. Clarke 
in the chair and 23 members present. 

Dr. Clarke installed Dr. J. B. S. Morgan as President of the 
Branch for the session 1952-53, and Dr. Morgan suitably replied. 

On the proposition of Dr. Jeremiah, seconded by Dr. Holder- 
ness, a unanimous and hearty vote of thanks was accorded to Dr. 
Clarke, the retiring President, for valuable services rendered to 
the Branch during his year of office, and Dr. Clarke suitably 
replied. 

Dr. Morgan then delivered his Presidential address, entitled 
‘* Reflections on the past and present duties of a Medical Officer 
of Health, but what of the future ?’’ He dealt with the duties 
of a medical officer of health in the past and then discussed 
the Yeorientation required since the passing of the National 
Health Service Act. He discussed legislation passed since 1946 
and which was operated by local. government departments, and 
suggested that they should be placed under the jurisdiction of 
the medical officer of health, giving as examples the Children’s 
Act and certain parts of the National Assistance Act. That 
his address proved very interesting and at times provocative 
was shown by the keen discussion which followed and at the 
close of which Dr. Morgan was warmly thanked on the proposi- 
tion of Dr. Byars, seconded by Dr. Elliott. 


A meeting of the Branch was held in the Guildhall, Not- 
tingham, on Thursday, November 13th, 1952, the President in 
the chair and 17 members presertt. 

The President intimated that General Leslie would be retiring 
at the end of the year and expressed the thanks and appreciation 
of the Branch to him for his excellent co-operation and support 
during the 11 years he had been at the Nottingham Regional 
Office of the Ministry of Health and wished him good health and 
happiness in his retirement. General Leslie suitably replied. 

As this was an open meeting several members brought for- 
ward matters of general interest which were fully discussed 
and from which much information was obtained. 

A meeting of the Branch was held in the Guildhall, Not- 
tingham, on Thursday, December IIth, 1952, the President 
in the chair and 20 members and nine dental officer guests were 
present. 

Mr. Mason, Senior Dental Officer, Nottingham County 
Council, gave a talk on ‘“‘ Preventive Dentistry and the Uses of 
Dental Ancillaries.’’ He dealt with his subject in a compre- 
hensive, interesting and stimulating manner, and at the close 
of the full discussion which followed was warmly thanked for 
his paper by the President. 


NORTH WESTERN BRANCH 

President : Dr. A. V. Stocks (M.O.H., Eccles M.B. and Divl. 
M.O., Lancashire). 

Hon. Secretary : Dr. J. S. G. Burnett (M.O.H., Preston C.B.). 

The Branch having been entertained to lunch by the Mayor 
and Corporation of Eccles 34 members subsequently attended 
the inaugural meeting for the session 1954-55 held at Eccles 
Town Hall on Friday, October 22nd. 

The members were’advised that the Branch was represented 
at the funerals of two past Presidents, Drs. J. J. Butterworth and 
W. St. C. McClure and stood in silence in respect for the memory 
of two colleagues who had each given long and active service to 
the Branch. 

The retiring President, Dr. S. C. Gawne, then welcomed in 
succession Dr. A. V. Stocks, Medical Officer of Health, Eccles, 
and Divisional Medical Officer, Lancashire County Council, 
as an old and trusted colleague with whom he had been associated 
for many years and who, he knew, would bring distinction to the 
office to which he was now being inducted. 

Dr. Stocks said that on looking at the long list of distinguished 
predecessors in office he felt a deep humility but was determined 
to carry out his duties to the best of his ability. 

Dr.:K. K. Wood in happy and felicitous phrase expressed the 
thanks of the members to Dr. Gawne for presiding with charm and 
geniality at the many successful meetings in the past year. 

The newly installed president then delivered an address on 
“Changing Patterns in Epidemiology ’’ (See other pages in this 
issue) for which Dr. Burn racily thanked Dr. Stocks on behalf of 
the members. 

It was resolved that Drs. H. G. Trayer and E. H. Walker be 
recommended for honorary life membership of the Society and 
that the Honorary Secretary write to Dr. Walker expressing the 
hope that he would soon recover from his present indisposition. 
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SOUTHERN BRANCH 


President : Dr. R. A. Good (M.O.H. City of Winchester). 

Hon. Secretary: Dr. E. J. Gordon Wallace (M.O.H., Wey- 
mouth M.B.). 

A meeting of the Branch was held at the Bitterne Park Health 
Centre, Southampton, on Thursday, November 18th, 1954, 
The President in the chair, and 19 members and guests attending. 

Cases of Clinical Interest—Dr. Lawrence mentioned that 
four cases of paralytic poliomyelitis had been notified at Dorchester 
within the last few days. Dr. Wallace described a case of polio- 
myelitis with paresis of the lower limbs in an eight-year-old boy 
who had been under treatment for tuberculous meningitis in a 
general hospital since the beginning of June this year. 

Environmental Hygiene and the M.O.H.—Sir William Savage, 
formerley C.M.O.H. Somerset, and President of the Society 
1955-6, gave an address with the above title,, which is printed in 
full on other pages of this issue. 

A very hearty vote of thanks was accorded to Sir William on the 
proposition of Dr. T. E. Roberts, who said how privileged mem- 
bers were to have Sir William to talk to them and felt that his 
address had brought them back to the fundamentals of their 
work. 


WELSH BRANCH 


President : Dr. Amy Jagger (M.O., Glamorgan, C.C.). 

Hon. Secretary : Dr. R. 'T. Bevan (Dep. M.O.H.). 

The Presidential Meeting of the Branch was held at B.M.A. 
House, 195 Newport Road, Cardiff on October 29th, 1954. 
There were 18 members present. 

The annual Hygiene Prize of the Society was presented to 
Miss Mary Jackson of the Welsh National School of Medicine. 

The retiring President, Dr. G. McKim Thomas, thanked the 
Branch for their support during the year, and installed Dr. Amy 
Jagger with the Badge of Office. 

The new President thanked the members of the Branch for 
the honour they had conferred upon her, and chose for her 
Presidential Address the subject ‘‘ Accidents in the Home.” She 
compared the incidence of accidents in the home with road 
accidents, pointing out that accidents in the home probably out- 
numbered greatly those on the road. (There were a thousand 
more fatal accidents every year.) There was, however, a lack of 
accurate information about the total number of accidents. Dr. 
Jagger described the types of accidents which produced fatal 
injuries ; the order of their frequency being falls, burns and 
scalds, poisoning and suffocation. Methods of educating the 
public were discussed, particularly with a view to making known 
the causes of accidents and their remedies. (The address will be 
published in full in a later issue of PuBLic HEALTH). 

Dr. W. E. Thomas thanked the President for her most inter- 
esting and instructive address, and in addition made reference 
to the long association Dr. Jagger had had with the Welsh Branch 
of the Society and also her secretarial work in connection with 
the British Medical Association. 


Joint Meeting with Dental Officers Group 


A joint meeting of the Branch with the Dental Officers 
Group of the Society was held at B.M.A. House, Cardiff, on 
December 11th, 1954. There were 38 members present. 


The President of the Branch welcomed the Dental Group of 
the Society, stating that this was the first occasion on which 
such a joint meeting had been held in Cardiff. 


The President then introduced Dr. Jacobs who addressed the 
meeting chosing as his subject ‘‘ In the Mouth.”’ 

Dr. Jacobs commenced his remarks by refering to the incid 
ence of teeth being present at birth—probably in two or three 
per 1,000 births. He considered that it was very rarely neces 
sary that these teeth should be removed and he regretted that 
they were frequently removed due to the misconception that 
they interferred with breast feeding. Just as gerinan measles, 
occurring early in pregnancy, could result in abnormalities in 
other parts of the body it could also be held .esponsible for 
some abnormalities in tooth structure. Dr. Jacobs described 
the appearance of the mouth in the new born child and stated 
that the Epstein Pearls which are sometimes to be seen on the 
roof of the mouth should be regarded as of no significance. It 
was advised that the mouth should not be cleaned by a finger 
and gauge since damage was likely to result. Abnormalities 
in shape of the mouth were associated with other defects such 
as face bone deformities. 


Dr. Jacobs then described the condition of cleft lip and 
palate. Although feding in these cases was difficult every 
effort should be made to give the baby breast miJk. Feeding 
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from a bottle is difficult but cup feeding could be commenced 
from the earliest age. Dr. Jacobs discussed the future treat- 
ment of such babies and suggested they should be referred 
to the plastic surgeon when five or six weeks old. It was now 
the common practice to operate for cleft lip when the baby 
weighed 12 to 15 pounds, but operation for a cleft palate 
was not done until later. He pointed out that in America 
operative treatment was frequently delayed until the child 
was seven years old but he expressed the view that earlier 
operative treatment had an important psychological value both 
to the mother and to the child. 

The characteristic teeth in congenital syphilis were described 
but it was, to-day, very unusual to see the condition. The 
green temporary teeth which have been described in relation 
to haemolytic disease of the new born were commented upon 
by Dr. Jacobs. The appearance of the teeth in Osteogenesis 
Imperfecta was also described. 

The treatment of the teeth when the patient suffered from 
a congenital or rheumatic heart lesion was discussed, particu- 
larly the danger of bacterial endocarditis. Dr. Jacobs advised 
particular care not only in tooth extraction but also in filling 
teeth of such patients. Preventive measures in extractions 
should include good anaesthetic, and adequate antibiotic cover, 
but hospital admission was not necessary. Reference was also 
made to the abuse of antibiotics—particularly frequent use 
in small doses. 


The lecture was followed by questions, particularly in rela- 
tion to the existence of teeth in the new born babe, dental 
treatment where the patient had a heart lesion, teething 
troubles and the use of antibiotics. 


Dr. Trevor Jones, in proposing a vote of thanks to the 
speaker, made reference to the high esteem enjoyed by the 
Department of Child Health of the Welsh National School of 
Medicine. Mr. Gordon Taylor supported the proposition. 

The gathering was then entertained to tea by the President. 


YORKSHIRE BRANCH 


President : Dr. W. G. Evans (M.O.H., Scarborough M.B.). 

Hon. Secretary : Dr. H. L. Settle (M.O.H., Doncaster C.B.). 

An ordinary Meeting of the Branch was held at the Health 
Services Centre, Duncombe Place, York on September 24, 1954, 
at 2.30 p.m. 


A Comprehensive Mental Health Service 

Following discussion of the usual Branch business, Dr. W. A. L. 
Bowen, consultant psychiatrist, Leeds Regional Hospital Board, 
addressed members on the above subject, and urged the im- 
portance of prevention in the psychiatric field and pointed out 
that at the present time only 30 health authorities out of a total 
of 147 had a proper Mental Health Service. The magnitude of 
the problem was shown by the fact that one out of 12 babies 
born in York was likely to suffer a nervous breakdown during 
life and one in 20 would enter a mental hospital. The problems 
of psychiatry, being closely bound up with the patient’s domestic, 
social and industrial background called for competent social 
workers for the investigation of these cases. For successful 
treatment of mental illness accurate environmental reports were 
essential and the co-operation of many and various agencies 
must be obtained. It was also important during treatment to 
consider the family as a whole but unfortunately under present 
Health Service arrangements, as soon as a patient enters a mental 
hospital he was cut off from his family and treatment of the 
patient was carried out under one authority and that of the 
family by another. In view of this difficulty, the speaker stressed 
the essential need of close co-operation between the Medical 
Officer of Health and the Medical Superintendent of the mental 
hospital. The speaker then gave details of his idea of a Mental 
Health Centre, with a central card index recording all agencies 
previously interested in treating and assisting patients to avoid 
overlap. 

The need for care in the selection of visitors for care work was 
emphasised and it was pointed out that the employment of an 
adequate number of trained psychiatric social workers was very 
much cheaper than the cost of running a mental hospital. The 
interest which Dr. Bowen’s paper raised was shown by the long 
and interesting discussion in which many members took par®. 
A vote of thanks to the speaker was proposed by Dr. Proctor, 
M.O.H., Ilkley. 
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WEST OF ENGLAND BRANCH 
(Southern Area) 


President : Dr. J. Macrae (M.S., Ham Green Isolation Hospital, 
Bristol). 


Hon. Secretary : Dr. T. Peirson (M.O.H., Plymouth C.B.). 

An Ordinary Meeting of the Southern Area of the Branch was 
held on Friday, September 24th, 1954, at the Health Department, 
Seven Trees, Plymouth. Eighteen members attended. In the 
absence of the President, Dr. E. D. Irvine was elected chairman. 


Dr. John Burton, Medical Director of the Central Council for 
Health Education, gave an address on the future of the Child 
Welfare Centre and described the various ways in which the 
Welfare Centre of the future might develop. He also drew atten- 
tion to the reasons offered as to why mothers brought their 
children to Infant Welfare Centres and the standard of attendance 
in different areas. 


A vigorous and interesting discussion followed and a hearty 
vote of thanks was proposed to Drl Burton by Dr. R. N. Curnow. 


MATERNITY AND CHILD WELFARE GROUP 


President: Dr. Hilda Davis (Senior M.O. (M. & C.W.), 
Buckinghamshire). 


Hon. Secretary: Dr. Mary Paterson (Deputy Divl. M.O., 
L.C.C., Div. 8). 


Hon. Asst. Secretary : Dr. Joyce Marshall (M.O., L.C.C., 
Div. 3). 

The Group held a general meeting at B.M.A. House on Satur- 
day, November 6th; 1954. Twenty-five members were present 
and the President was in the chair. 


The Abilities of Babies 


Dr. Davies introduced Miss Ruth Griffiths, M.a., PH.D., 
DIP. ED., who gave an extremely interesting talk on this subject, 
describing her experience as an Educational Psychologist to Stoke 
Park Colony, Somerset C.C., with evacuated children, and how 
this led to her decision to evolve a standardised scale to measure 
the developmental progress of infants and young children. 


The significance of the first two years of life was stressed as a 
period of preparation in which the essential skills necessary for 
efficient living are mastered. She then described the new scale, 
which consists of five sub-scales or sequences which measure 
separately these essential skills. ‘The five sub-scales are :— 


(a) Locomotor Development—measured from the moment when 
a child first lifts his head, through 52 finely graded items until at 
two years he can jump from a step, kick a ball and seat himself 
at a table. 


(b) Personal—Social Development.—The items are similarly 
catalogued from birth to two years. 


(c) Hearing and Speech, which includes a detailed survey of the 
baby’s gradual acquisition of language. 


(d and e) Outline the baby’s manipulative skills. 


On the basis of this five-fold classification of the items of experi- 
ence, a new method of differential diagnosis of mental status was 
described. 

Application—By means of serial testing, the developmental 
progress of young infants could be studied, and variations due to 
changing environment, illness and recovery, emotional disturb- 
ances, etc., studied in some detail. The scale appeared to be a 
sensitive measuring instrument that reflected the effects of unto- 
ward circumstances upon a child’s reactions. Characteristic 
profiles could be dernonstrated for such groups as: the dead 
(with trough in the profile showing slow speech development) ; 
the blind (low result in scale (d); the spastic (with varying 
profiles according to the degree and type of patalysis present), 
Maladjusted children tended to fail on scale (6) and to some extent 


on scale (c). One practical use would be for the early assessment 
of cases for adoption. 
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In reply to questions Dr. Griffiths explained the scoring for 
premature and post-mature babies and made some observations. 
on the applications'of the test. 


A vote of thanks to the speaker was proposed by Dr. Florentin 
and was warmly applauded. 


BOOK REVIEW 


Epilepsy. By Letitia C.B.F., M.D., D.P.H., Duck- 
worth’s Modern Health Series. 1954. (Pp.159. Price 
8s. 6d. net). London. 


The dust jacket on this book claims that this is the first to 
summarise for the public exactly what is known about the various 
forms of the disease, what treatments are available, what special 
problems are presented by epilepsy in children and what employ- 
ments may be open to them. ‘The author, Dr. Letitia Fairfield, 
has lost none of the zeal which she has shown throughout her 
career in support of any cause in which she believes, and her 
knowledge of medicine and her special experience with epileptics 
has made her a powerful advocate on their behalf. Her case is 
strengthened all the more by her appreciation of the very real 
difficulties which the epileptic may meet. 


The book could be of the greatest help to all who are interested 
in epileptics. The first chapter ‘‘What is Epilepsy?” might 
be read with benefit by many doctors ; the bibliology is ex- 
ceptionally good. There may be differences of opinion about 
the advisability of the second chapter, which attempts to give a 
pretty full and up-to-date account of treatment ; its compre- 
hensiveness might leave an intelligent layman ‘confused and 
perhaps disappointed with his doctor however conscientiously 
and skilfully he may have tried to help his patient. The third 
chapter deals with the child at school and is the one to which 
many readers of this journal may turn first. ‘The author is most 
loyal to the Medical Officer of Health and to the School Health 
Service, but unfortunately she is not up to date with her adminis- 
trative information. She quotes from the 1945 Handicapped 
Pupils and S.H.S. Regulations, but fails to mention the significant 
amendments in the 1953 Regulations which replaced them ; 
the new definition of the epileptic pupil may mean a great deal 
to him. The parent reading the paragraphs dealing with special 
school and home education would be helped more if he were given 
to realise that the local authority generally must follow certain 
legal requirements although the interests of such a handicapped 
child are so carefully protected by the law and usually:so gener- 
ously considered by officials who are trying to help the child. 


The chapter on employment seems to be on surer ground but 
there are some contradictions. On page 93 it is said that to a 
teacher a seizure might be merely inconvenient, whereas on 
page 106 it is said that a recurrence of fits in a teacher would 
certainly lead to a long suspension from employment. The 
Circulars from the Ministry of Education that accompanied the 
revised Forms 4 R.T.C. and 2 R. Q. left no doubt about epilepsy 
and teaching. The epileptic who is thinking of marrying might 
be puzzled by the categorical assurance on page 137 that epileosy 
is not a ground for divorce, whether it has arisen before or after 
marriage, although on page 153 he is told that the marriage can be 
annulled if the wife discovers that he is an epileptic and takes 
legal action within a year. One feels rather nervous about the 
sentences dealing with the sending of reports from the school or 
School Health Service to Youth Employment Officer or others 
outside the Education Authority—a difficult subject. Mention 
is made of only two epileptic clinics—in London and in 
Birmingham; a more complete list would be most helpful to many. 


The book is nicely printed and is of convenient size. The 
author has a direct style, which is slightly marred by one or two 
misquotations. Milton wrote of “‘ confusion worse confounded,” 
not “more confounded,”’ Portia pleaded for mercy to season 
justice, and it was judgment that a Victorian author tempered 
with mercy. These quotations could easily be disentangled in a 
future edition. 


Dr. Fairfield has a good case, and her defence is strong and 
sincere. Her brief, however, needs revision here and there. 
We look forward to an early revision of this little book which 
could be of so great value to epileptics, who have so often been 
misunderstood, and to their friends and relations and doctors 
‘who may be concerned in their welfare. 
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never too early .. 


Even the premature baby can be given 
Vitavel Syrup with perfect safety. It efficiently meets 
the infant’s increased need of vitamins yet causes 


no disturbance to the delicate digestion. 


VITAVEL Syrup 


VITAMIN C ............ 80 Mg. 
VITAMIN D 3,000 i.u. 
LIQUID GLUCOSE B.P. 25%W.V. 


The preparation is therefore valuable not only 


' Each fluid oz. contains at Containing vitamins A, B,, C and D ina delightful 
time of manufacture : 

: VITAMIN A. ccoseseceess 20,000 i.u. orange base with glucose, Vitavel Syrup is entirely 

free from oil or any hint of fishy flavour. 

t 

‘ 


for youngsters, but also for adults who cannot 


Basic price to N.H.S. :— 


6 fl. ozs. 2/6 40 fi. ozs. 16/- tolerate oil. 6 fluid ounces lasts one month. 


VITAMINS LIMITED (DEPT. O 110) ‘JPPER MALL, LONDON, W.6. 


Official Arimouncements 


THE UNIVERSITY OF MANCHESTER 


Applications for the post of LecTURER IN SocIAL AND PRE- 
VENTIVE MEDICINE are invited from registered medical practi- 
tioners. The post is a joint appointment between the Univer- 
sity and the City of Salford, whereby the person appointed, 
in addition to carrying out lecturing duties at the University, 
will carry out duties as an Assistant Medical Officer and Schoo! 
Medical Officer in the City of Salford. Salary on a scale (under 
review) rising to {£1,800 per annum with membership of 
F.S.S.U. and Children’s Allowance Scheme. Initial salary 
fixed according to qualitications and experience.—Applications 
should be sent not later than March 1st, 1955, to the Registrar, 
the University, Manchester 13, from whom further particulars 

and forms of application may be obtained. 


Public Heaith is the Official Organ of the Society of Medical 
Officers of Health and a suitable medium for the advertisement 
of official appointments vacant in the health service. Space is 
also available for a certain number of approved commercial 
advertisements. Application should be made to the Executive 
Secretary of the Society, at Tavistock House South, Tavistock 
Square, W.C.1. 

Subscription 31s. 6d. per annum iti advance. 
Single copies 2s: 6d. 
Official classifed advertisements are charged at 3s. 6d. per line 
or part ot a line. Minimum charge 20s. 
Telephone: Euston 3923. Telegrams. Epidauros, Westcent. 


From the Government Bookshops 


The Registrar General’s 
Decennial Supplement 
England and Wales 1951 


OCCUPATIONAL MORTALITY: PART I 


Deaths in 1950 in certain broad groups of occupa- 
tions related to poulation figures derived from the 
1951 Census one per cent. sample tables. 

Ts. 6d. (by post 7s. 9d.) 


Measurement of Morbidity 


Report of the Statistics Sub-Committee of the 
Registrar-General’s Advisory Committee on Med- 
ical Nomenclature and Statistics containing pro- 
posals for definitions for the statistical appraisal 
of sickness, 

Is. 6d. (by post Is. 73d.) 


HER MAJESTY’S STATIONERY OFFICE 


York House, Kingsway, London W.C.2; 423 Oxford Street, 
London W.1 (Post Orders: P.O. Box 569, London S.E.1): 
18a Castle Street, Edinburgh 2; 39 King Street, Manchester 2: 
2 Edmund Street, Birmingham 8; 109 St. Mary Street, Cardiff: 
Tower Lane, Bristol 1; 80 Chichester Street, Belfast: 
or through any bookseller. 
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.PURE SPARKLING WATER 


Free from Bacilli or other deleterious 
organisms. Used by Allied Armies and 
Air Forces for drinking water. Continuous 
operation. 

Cleaning is simple — 


5 to 50 gallons 


takes only a few per hour—iorger 


plants up to 
LAA minutes. 10,000 gallons 
per hour. 
LA 
THE METAFILTRATION COMPANY LIMITED, 
BELGRAVE ROAD, HOUNSLOW, MIDDLESEX 
PHONE : HOUNSLOW 1/121/2/3 
GRAMS: METAFILTER, HOUNSLOW 
American Association for the NAPT 


Advancement of Science 


FOURTH COMMONWEALTH 
HEALTH AND TUBERCULOSIS 
CONFERENCE 


An Outstanding Contribution 


FLUORIDATION 


as a Public Health Measure 


EDITED BY JAMES H. SHAW, 


ROYAL FESTIVAL HALL, LONDON 


Harvard School of Dental Medicine. 


1954. 232 pp. 40/- 


Recent events suggest that fluoridation of 
public water supplies is likely to become, if it is 
not already, the subject of as intense national 
interest as it is in America. This third monograph 
brings a ‘ reasonably complete evaluation of the 
present knowledge of the relation of fluoride inges- 
tion to human health.’ The eminent qualifications 
of the chapter authors and the sponsors of these 
symposia will inspire confidence in the unbiased 
authenticity of the material. There is a résumé of 
dental benefits of fluoride ingestion, papers on 
acute fluoride poisoning and discussions on some 
public health aspects of the process. 


BAILEY BROS. & SWINFEN, LTD. 
46 St. Giles High Street, London, W.C.2. 


21st to 25th June, 1955 


Lectures Discussions Clinical Meetings 
Art and Occupational Therapy Displays 
Scientific and Trade Exhibitions 
Visits to Sanatoria 


Details from : : 
NATIONAL ASSOCIATION 
FOR THE 
PREVENTION OF TUBERCULOSIS 


TAVISTOCK HOUSE NORTH 
TAVISTOCK SQUARE, LONDON, W.C.1 
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What should it cost you to wash 


How much detergent would you have to buy to clean that lot? 
With TEEPOL, one 4-gallon can would be enough.. And the cost 
would work out at about 125 sq. ft. for 1d., such is the 
astonishing amount of cleaning power you obtain from TEEPOL. 
TEEPOL Will take care of all your cleaning—right through the 
premises, and at the sink for dish-washing. Quicker, more 
thorough, demanding less labour, TEEPOL is safe for every 
surface on which you would use water. 

A cost-cutter too: TEEPOL cuts expenditure on cleaning aids to 
the lowest possible level. 


cleans just about everything! 


Wh t ord trial quantity from of the following J. Evershed & Son Ltd., 
Diseributors of Shell Led. Dolphin House, Dolphin Road, Shoreham-by-Sea, Sussex. 


Black, Taylor & Cowell Ltd. Puragene Products Ltd., 

Causeway Mill, Long Causeway, Farnworth, Nr. Bolton, Lanes. Hygiene House, George Street, Summertown, Oxford 
Burton, Son and Sanders, Ltd. : 

Waddington House, West Hill, Wandsworth, London, $.W.18. Spoes Products 10 Sovereign Street, Leeds 
Cleenol Products, 82, Fazeley Street, Birmingham 5. Stephenson Clarke Ltd., 


2 John Adam Street, Adelphi, London, W.C.2. 
Deodor-X Company of England Ltd., 
Cromwell Road, Ellesmere Port, Cheshire. Yare Industries Ltd., Suffling Road, Great Yarmouth. 


SHELL: CHEMICALS LIMITED TEEPOL” is Registered Trade Mork 
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‘Antepar’, the original piperazine elixir, issued as a 
result of investigations at The Wellcome Laboratories of 
Tropical Medicine, is already established as a most effective 
and safe treatment for oxyuriasis. 

Trials since undertaken by Wellcome Foundation workers 
have now demonstrated that in ascariasis a cure rate 
of more than 90% can be achieved with a single-dose 
treatment. No side-effects were observed. 


*Antepar’ is pleasantly flavoured and readily acceptable to small 
children. It contains piperazine citrate equivalent to 500 mgm. pipera- 
zine per fluid drachm, and is available in bottles of 4 fl. oz. and 20 fl. oz. 


Outstanding efficacy 
Rapid and complete cure 
No important side-effects 
Simply administered 
Pleasantly flavoured 

No special routine needed 


ELIXIR 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


ASSOCIATED HOUSES: NEW YORK * MONTREAL * SYDNEY © CAPE TOWN * BOMBAY * BUENOS AIRES * CAIRO * DUBLIN - AUCKLAND 
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